epilepsy, alcoholic or diabetic coma, coronary occlusion, cerebral catastrophe and acute respiratory conditions. Only a small proportion of these cases would be geriatric emergencies, which, as I have observed elsewhere (Stevens, 1966) , are common in general practice; but many geriatric patients would be included in the 82% attending for accidents and surgical emergencies.
The emergencies which elderly patients may present in the Casualty Department differ from those encountered in other age-groups in degree rather than in kind but failure to seek and to recognize these differences can lead to misdiagnosis and even to failure to recognize that an old person is ill. The mode of presentation and the underlying significance of many acute conditions in old age form a fascinating and fruitful subject for study.
The first problem with many geriatric patients is that of communication; even in the most dire emergency some medical history is desirable. A simple ear trumpet and a writing pad should be available in every Casualty Department. One rarely meets the complete impasse of total deafness and blindness, but it may be possible even then to communicate by tracing capital letters with a finger-tip on the palm of the patient's hand.
Physicians in general-and hospital-practice agree that the commonest geriatric emergencies arise from cardiac disease, whether revealed by acute left ventricular failure or by myocardial infarction presenting in this or other forms. Arteriosclerotic and degenerative heart disease is the commonest cause of death in this country. Florence McKeown (1965) analysed the autopsy findings of 1500 patients aged 70 years or more at death; she found that 310 of this series of deaths were caused by disease of the cardiovascular system and 200 (13 % of the series) were due to coronary disease. Despite multiple aetiological factors she emphasizes the contribution of coronary disease to the development of heart failure in old age, and states 'the whole pattern of cardiac pathology at this period of life is dominated by coronary disease'.
The patient with acute left ventricular failure may require urgent treatment in the Department. An immediate intravenous injection of morphine 15 mg (or combined with cyclizine 50 mg, as 'cyclimorph'), should be followed by intravenous injection of frusemide 40 mg (Stokes & Nunn, 1964) or, in some cases, ethacrynic acid 50 mg (Ledingham, 1964) . Aminophylline 0 25 g may also be given; the patient should subsequently be digitalized under careful control and regular review. As soon as possible an electrocardiogram should be taken to assist exact diagnosis and as a guide to treatment and prognosis.
Myocardial In a 3-year study Thould (1965) Sudden alterations of cardiac rate or rhythm are especially prone in elderly patients to cause syncopal symptoms; patients with Stokes-Adams attacks caused by complete heart block should be admitted to hospital for assessment of possible treatment by long-term endocardial pacing or by long-acting isoprenaline (Bluestone et al., 1965) . It has become increasingly important for the Casualty Officer to recognize alterations of cardiac rate or rhythm caused by excessive dosage with digitalis, to which elderly people are particularly sensitive, especially in the presence of a lowered serum potassium level, as may occur with the uncontrolled use of thiazide diuretics. Schott (1964) analysed 2000 consecutive electrocardiograms in hospital; 597 tracings referred to 348 patients who had had digitalis within the previous fortnight. Seventy-eight per cent of the patients were aged over 61 years and 52 % over 71 years. The records suggested over-digitalization in forty-two cases (12%); the death of nine patients (21 %) was believed to be associated with digitalis. The smaller tolerance and requirements of elderly people, the use of digitalis only when absolutely indicated, and the manifestations of toxicity in refractory or worsening cardiac failure are emphasized. Dall (1965) has observed that elderly patients are not only peculiarly prone to digitalis intoxication but are liable to its rarer manifestations; arrhythmia without bigeminal rhythm or bradycardia, paradoxical increase in heart rate, or refractory cardiac failure; mental confusion or even psychosis; and, rarely, gynaecomastia; in any case of doubt digitalis therapy should be suspended until investigations are completed.
Much has been written about temporal arteritis, giant-cell arteritis, or the 'arteritis of the elderly', which should always be considered when old people complain of pains and tenderness about the head and neck, as on mastication, especially if the erythrocyte sedimentation rate is raised. Paulley & Hughes (1960) list fourteen separate modes of presentation, several of which might be seen in the Casualty Department; this disease must be diagnosed early if the dread complication of blindness is to be prevented; this 'ischaemic optic neuritis' occurs in about one-third of untreated cases but practically not at all in cases treated with steroids.
Sudden loss of vision may also be due to retinal vascular occlusion. In a series of 146 cases Ellis et al. (1964) found the obstruction to be arterial in forty cases and venous in 146 cases. In 56% of the cases at least one other (often previously unsuspected) medical condition was found, including hypertension, ischaemic disease elsewhere, temporal arteritis, valvular heart disease, diabetes and carcinoma. Neoplasms Malignancy caused death in 20% of McKeown's series; seventy-three of 302 fatal cases were due to carcinoma of the large intestine. Many emergencies may be symptomatic of previously unsuspected malignant disease in elderly people. Haemorrhage, acute obstruction or perforation of the gastro-intestinal tract, or a pathological fracture are examples. Cerebral neoplasms, whether primary or secondary may present with the sudden onset of incontinence, epilepsy, mental confusion, or falls. We must beware the too ready attribution of such symptoms to arteriosclerotic cerebral degeneration without ensuring the fullest possible history, medical examination and assessment. Especially must we eschew the attribution of such symptoms to 'old age'; it is 'the fundamental right of the geriatric patient to be provided with an accurate diagnosis, a considered prognosis, and the means of effective treatment' (Agate, 1963) . Cerebrovascular accidents A Casualty Officer, with an unconscious hemiplegic patient in his Department, and only one bed empty in a general medical ward, recently telephoned to enquire if this unconscious patient with a stroke was 'too acute' for a geriatric assessment ward. Geriatric medicine in this country is no longer concerned with what Adams (1964) has called 'the bogus expedient' of distinguishing between 'acute' and 'chronic cases', but with the comprehensive medical needs of all elderly sick people. In particular there is much to be said for the direct admission, whenever possible, of patients with stroke illness to geriatric wards. Carter (1962) states that hemiplegia due to cerebral infarction caused by occlusion of the carotid-middle-cerebral axis is ten times more common than the pattern of hindbrain and midbrain infarction caused by lesions of the vertebrobasilar axis.
In cerebral embolism the onset is sudden, whereas in cerebral thrombosis it is classically described as more gradual and jerky. Intracerebral haemorrhage may be the concluding event in general vascular disease and hypertension. Strokes associated with haematomas or cerebral turnours tend to develop gradually. It is important to recognize cases in which painless myocardial infarction and acute cerebral vascular disease occur simultaneously (Heron & Anderson, 1965) .
The pattern of cerebrovascular disease in England and Wales has been reversed in the past 30 years; there are now more deaths from cerebral infarction than from cerebral haemorrhage (Yates, 1964) . Although their study concerned patients under 55 years old, Prineas & Marshall (1966) found that patients with diastolic blood pressures below 110 mmHg (omitting cases associated with myocardial infarction or gastro-intestinal haemorrhage) tended to sustain large cortical and subcortical lesions and a poor degree of recovery, whereas those with higher diastolic blood pressures showed small, deeply situated lesions, a low incidence of arterial lesions demonstrated by angiography, and little residual disability. Adams (1965) also found that the prognosis was better for hypertensive than for normotensive hemiplegics.
Attacks of transient cerebral ischaemia, lasting less than 1 hr, may cause a patient to be brought to the Casualty Department. It is wise to admit these patients for a short period of observation. In a series of eighty-two such patients observed by Acheson & Hutchinson (1964) a stroke developed in forty-two patients. When followed for an average period of 40 months, fifty-seven of the eighty-two patients were in normal health; eighteen were moderately or severely disabled or had died from cerebrovascular disease; seven had died from other causes. None was treated with anticoagulants, which in other hands (Pearce et al., 1965; Marshall & Reynolds, 1965) have given conflicting results. Anticoagulant therapy now seems to have no place in the treatment of completed strokes (Editorial, Lancet, 1966) . If rehabilitation of strokes is started early, relatively few patients need long-term care (ExtonSmith, 1959) . Wherever the teams necessary for rehabilitation exist patients should be encouraged to use them. Relatives should be warned of the uncertainty of prognosis whether for survival or for restoration of function; any effects of the stroke on the patient's emotions and personality should be explained; everybody concerned should contribute to the large store of confidence and understanding necessary to support the patient in the arduous and lengthy process of rehabilitation.
Respiratory emergencies
Apart from the rare drama of acute asphyxia, as in laryngeal obstruction by a foreign body, the treatment of which is not modified by the patient's age, respiratory emergencies in elderly patients are chiefly associated with infection. It (48 %) . Sheldon (1960) classified the causes of 500 falls in 202 persons over 50 years old. There were 171 falls (34% of the total) in 125 individuals. Onethird of falls sustained by old people at home were accidental and one-third of these occurred on stairs. One-quarter of the falls were classified as 'drop attacks', in which the patient suddenly, without warning, and without loss of consciousness, drops to the ground. Sheldon (1963) has also shown that the control of stance is related to age and deteriorates after the fifth decade of life.
Brain (1964) stressed the peculiar propensity of Parkinsonian patients to fall. Among other causes he mentioned visual or motor inattention, sedative drugs, mental confusion at night, and the obstructive effects of cervical spondylosis on the vertebrobasilar circulation. Howell (1963) Epilepsy appears to be much commoner as a cause of falls in old people than is generally recognized. Fine (1966) has described 40 aged patients suffering from epileptic syndromes and he has (Fine, 1967) drawn special attention to posthemiplegic epilepsy in the elderly.
We must never be content to treat the fall alone but must always be concerned to discover the basic cause for falling in each individual. Strange (1963) described a series of seventy-eight patients over the age of 60 years with giant ulcers (3-12 cm in diameter), the symptoms of which may simulate gastric carcinoma; thirty-seven of the patients were admitted to hospital with acute haemorrhage, and four with perforation. Immediate treatment with blood transfusion is advised and early, rather than late, operation.
Surgical emergencies
The possibility of acute glaucoma should be considered in an elderly patient who complains of headache, vomiting and malaise; if the cornea appears hazy and the pupil vertically oval and fixed, urgent surgical advice is needed. Fry (1964) studied 738 emergency surgical admissions aged 70 or more years, of whom 343 (47-5%) were submitted to surgery (162 within 6 hr), resulting in 23-5% mortality. Sixty-three patients were too ill for surgery (70% mortality); 332 were treated conservatively (18-5% mortality). The study was mainly concerned with postoperative mortality and morbidity from respiratory and cardiovascular disease. Patients with ischaemic heart disease without congestive failure and those with less severe degrees of chronic respiratory disease were not adversely affected by the anaesthetic and operation.
Accidental hypothermia
Accidental hypothermia is defined in a British Medical Association Memorandum (1964) as existing when the body temperature is below 950F (35°C). Taylor (1964) per thousand admissions at this age), but may occur at any age. The condition is directly associated with environmental temperature. The mortality is high whether the condition is, or is not, complicated by cardiovascular disease, diabetes, drugs or other factors. Forty-seven of the 126 patients died (37O').
Psychiatric disorders
Mental confusion may be symptomatic of many physical disorders. Cardiac failure, febrile illness, strokes, respiratory disease, surgical emergencies, neoplasms, hypothermia and endocrine dysfunction have been mentioned. Uraemia and anaemia are other well-known and common causes. Dawson & Donald (1966) found a low serum vitamin B12 level in twenty-six of 100 patients aged over 70 years and they observed a high incidence of psychiatric abnormality in this group.
Depressive illness is the most important cause of suicide (Miller, 1967) Finally, there is the problem of cumulative selfneglect in an elderly person, which may suddenly present as an emergency.
A woman aged 79 was brought to the Casualty Department at 03.00 hours. She had been seen lying helpless on the floor at home and was suspected to have a fractured femur. She lived in utter squalor and had refused all offers of help; only 2 days earlier she had refused admission to a geriatric hospital. She was exceedingly dirty: her matted hair and adhering clothes were cut off in the Casualty Department. There were necrotic pressure areas at several points, an extensive sloughing pressure sore on the left buttock, and a deep wound of one knee, exposing muscletendons, where a string-garter had been worn, presumably for several weeks. Long, curled and infected toenails completed the picture of neglect. The heart, lungs and abdomen appeared normal. X-ray revealed no fracture. Investigations revealed neither anaemia nor uraemia. She proved to be incontinent, confused and demented. Three months later she was gradually regaining mobility and the pressure ulcers were almost healed.
In a period of 8 months I visited 514 patients in their homes. Eight were living in extreme squalor, as defined elsewhere (Stevens, 1963) . Two patients were relatively young and showed evidence of very prolonged self-neglect; both were suffering from mental disorders and they were admitted to psychiatric hospitals. The average age of six patients was 83 years and they all had evidence of physical disease and some degree of senile dementia; the prognosis was universally bad. Macmillan & Shaw (1966) studied a series of seventy-two such cases in 3 years, with a fourth follow-up year at the end of which five of twelve men and thirty-one of sixty women had died. Over half the patients presented psychotic symptoms, but there was no evidence of psychosis in thirty-four.
The authors concluded that the rejection of the usual standards of personal and environmental hygiene is an active and positive reaction and not a passive deterioration; these patients resist all offers of help, and their condition constitutes a syndrome, to which such factors as isolation, a type of personality, bereavement, and alcoholism contribute.
